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There are several methods of creating a spur, but there are few that ensure a spur that is both efficient and permanent. Should a spur recede, then the colostomy becomes useless for preventing the feces from passing into the bowel below it. The colostomy then becomes a lateral opening into the bowel: fieces accumulate above the growth, leading to ultimate perforation and pelvic abscess. The method which I have found uniformly successful is to pass a stout silk ligature so as to include the whole width of the mesentery of the protruded loop, and to anchor it to the skin on the mesial aspect of the wound. This ensures that the mesenteric border of the loop (which forms the spur) is pulled well out of the wound and, by causing partial obstruction to the venous return, produces a solid cedema of the spur and renders it too large to recede into the abdomen, provided that the opening is sufficiently small.
The Operative Treatment of Prolapse (Procidentia) of the Rectum in Adults.
By J. P. LOCKHART-MUMMERY, F.IR.C.S. PROLAPSE of the rectum in adults, while not a dangerous complaint, is certainly one of the most distressing as regards discomfort that a surgeon is called upon to treat. It causes in time complete incontinence of the feces, and to a large extent prevents the patient from getting about or attending to any form of business. It is notorious that the results of treatment have often been very unsatisfactory, and it is quite a common thing to find that a patient suffering from this complaint has had several unsuccessful operations performed for its relief. In principle a prolapse is similar to a hernia and requires the same conditions for its cure. In a hernia the condition is produced first by the giving way of the muscular and fibrous supports at or near a weak spot in the wall of the abdominal cavity, and secondarily by the stretching of some part of the contained viscera, which allows it to pass more or less through the opening so caused. These are also the conditions producing a prolapse of-the rectum. In both conditions it is necessary, in order to cure the condition, that the prolapsed viscus shall be returned to its proper place, and if possible, anchored there, and secondarily that the weak place in the supporting wall be effectively restored. While this is a well established principle in dealing with hernia it does not seem to be so well recognized in the case of prolapse of the rectum, but in dealing with prolapse of the uterus this principle has of recent years received proper recognition.
In order to cure a prolapse of the rectum, it is necessary first of all to replace and anchor the prolapsed bowel, and then to restore the anal canal so that it is no longer a weak spot ih the floor of the pelvis. It is necessary for success to secure both results, for if one only is obtained, recurrence of the condition is almost cer,ain.
The method I am describing here was first published by me in the Lancet of March 5, 1910, and my excuse for describing it again is that since then I have had a much more extended experience of the operation and its results, and ain convinced that it is far superior to any of the other methods.
It must be understood that the condition here referred to as prolapse does not include prolapsed piles, however bad, but true procidentia of the rectum, in which all the coats of the rectum are included in the portion which comes down. As a rule the prolapse varies in length from 2 in. to 8 in.
In old-standing cases the anus is patulous and the muscles badly stretched, while in some it nlay be almost impossible to elicit any contraction of the external sphincter on stimulation. If there is any appreciable weakening of the sphincter it is necessary to restore the integrity of the anus at the same time that the prolapse is dealt with, or a good result cannot be obtained. It is this factor which renders it so difficult to cure prolapse in the aged as the muscular tone in the muscles is gone, and cannot be restored. All that the surgeon can hope to do is to narrow the anal orifice. A necessary preliminary to operation is to get the lower bowel thoroughly cleared out, and several days are required to do this properly.
The principle of the operation is to restore the bowel into its normal place in the hollow of the sacrum and hold it there by firm adhesions. In order to obtain these dense adhesions I make use of healing by granulation, and with this object in view the space posterior and lateral to the prolapsing poition of the rectum is packed with gauze and only allowed to fill up slowly so as to get the densest possible adhesions between the rectum and the sacrum.
The operation is performed as follows: The rectum is thoroughly cleaned out with ether soap and lysol solution, and finally with 75 per cent. spirit and picric acid, the skin of the perineum and buttock being similarly rendered aseptic. After the prolapse has been returned a piece of gauze is placed in the rectum to prevent leakage during the operation. A transverse incision is next made about 2A in. long, midway between the tip of the coccyx and the posterior margin of the anus. This is deepened until the connective tissue between the rectunm and the sacrum is opened. With blunt dissection, or with gloved fingers, this space is optned as high up as possible and laterally, till the rectum has been freed thoroughly at the back and sides. The whole of the space thus opened up is now lightly packed with sterilized vaseline gauze 2 in. wide, and made with a sewn edge, so that it will not fray and leave particles behind. A very considerable amount of gauze tape is used, but the object is to get this spread as flat as possible and not merely to fill the pelvis with it, and so block the rectum. As much as 40 yds. of gauze have been used in some cases. The end of the gauze is left protruding from the wound and if (as is usually the case) more than one piece is used all the ends are firmly tied together at the finish. The next thing is to restore the anus, and the type of operation for this purpose will vary according to the condition to be dealt with. My usual method is to extend the ends of the previous incision forward on each side to about half way between the anterior and posterior margins of the anal orifice. The, flap thus formed is dissected up so as to expose the posterior half of the external sphincter. This muscle is then carefully defined and the lateral portions sewn together from behind forwards until the anal orifice is narrowed to the extent considered desirable. No 1 catgut is used for the stitches, and they are not pulled tight enough to cut through the muscle fibres, but just to bring the sides of the sphincter into close contact. Supporting sutures are put in, and then the flap is loosely stitched back in position, room being left for the removal of the gauze packing later. A short tube is placed in the rectum to prevent prolapse should the patient strain on coming round from the ancesthetic, and the whole perineum covered with sterilized dressings. The wound is dressed twice daily and fresh dressings applied, but the packing is not removed for a week. At the end of this time an anmesthetic is given and all the packing removed and a fresh lot of gauze introduced; this is again left in for five days or a week, when it is again removed, but this time no fresh gauze is introduced, but a drainage tube is placed in the cavity left by its removal. The wound should not be allowed to heal under three* weeks, and in fact the more slowly it heals the better the result. The bowels are kept confined until the seventh day after operation, when they are relieved by an enema before the removal of the packing; after this they are opened daily with an enema, a slipper bedpan being used.
The patient is not allowed out of bed for six weeks, and not allowed to sit up for an action of the bowels for two months at least.
It is most important in view of the large area of cellular tissue opened up that there should be no sepsis at the time of the operation, but sepsis later is almost certain to occur after the removal of the packing, and is in fact desirable. The slower the wound heals and the more fibrous tissue involved, the better the result.
As regards the results of the operation, I think I-may say that they are very good. The earliest case was done as long ago as 1908, so there has-been plenty of time to test the question of a permanent cure. Out of the total of thirty-two cases there have only been five failures. Two of these were permanently cured bv repeating the operation. In one other case two operations failed to cure the patient, but in that instance there were special circumstances. The patient, a lady, aged 52, suffered from a chronic nervous affection of the spinal cord, which caused great difficulty in micturition, and the consequent straining was the cause of the recurrence of the prolapse. She was also mentally deficient, so that it was difficult to get her to take reasonable care of herself. With these exceptions all the cases were cured. In quite a number of cases several previous operations had been performed unsuccessfully by other methods.
As regards risk, with proper precaution this would appear to be negligible. So far I have not met with any serious complication nor lost a case.
Mr. ASLETT BALDWIN said that since Mr. Mummery described his operation for prolapse of the rectum, he (Mr. Baldwin) had always used that method, with uniformly successful results. For some time past he had packed with gauze, soaked with 1 in 1,000 proflavine solution, which had been removed in about ten days; the gauze remained sweet and no further packing had been employed, so that a second anesthetic was not necessary.
